INTRODUCTION
Wilson-Mikity syndrome is a form of chronic lung disease (CLD) in premature infants. It has the characteristics of a rapid development of lung emphysema within a few days after birth. 1 These infants require prolonged mechanical ventilation and oxygen supplementation. Recently, a part of CLD was reported to be significantly correlated with evidence of intrauterine inflammation. 2, 3 Wilson-Mikity syndrome, which is a form of CLD in Japan, was thought to be associated with these perinatal infections. 4 We present a case of Wilson-Mikity syndrome in which the levels of serum KL-6 and surfactant protein D (SP-D) were evaluated simultaneously. These serum makers are known to rise in a majority of adult patients with various types of lung disease. 5, 6 CASE REPORT A male infant was born at 32 weeks and 4 days of gestation by emergency cesarean section because his mother (gravida 1, para 1) had total placenta previa and premature rupture of membranes. His birth weight was 1602 g and the Apgar scores were 5 and 8 at 1 and 5 minutes, respectively. Chorioamnionitis was confirmed by histological examination. He was admitted to the neonatal intensive care unit soon after birth. He received mechanical ventilation for 9 days, initially because of tachypnea, subcostal retractions, and general cyanosis. Laboratory examination revealed peripheral white blood cells count 27,100/l, C-reactive protein <0.3 mg/dl, and plasma immunoglobulin M (IgM) 59.3 mg/dl upon admission. No pathological bacteria were identified from navel and gastric fluid, although we did not culture for ureaplasma or viruses. Ultrasonographic examination of brain and heart showed no abnormal signs. Chest X-ray showed diffuse 
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and streaky infiltrate with small cystic areas from 3 days after birth and continued to show findings of diffuse cystic changes for several months (Figure 1 ). We suspected Wilson-Mikity syndrome from the clinical symptoms and examination findings. Diuretic therapy (furosemide) was given until the 30th day of life. Oxygen supplementation was administered for 40 days. Serum levels of KL-6 and SP-D were measured by a modified method of sandwich-type enzyme-linked immunosorbent assay. 7, 8 The time course of these serum markers is shown in Figure 2 . The serum levels of KL-6 and SP-D at birth were 212 U/ml and 93 ng/ml, respectively. The levels of serum KL-6 were increased from 1 day after birth. It increased markedly to 4700 U/ml on the fifth day and decreased gradually, but KL-6 levels remained elevated through the period of oxygen supplementation. Both SP-D and lactate dehydrogenase (LDH) levels were markedly elevated during the initial 24 hours after birth (292 ng/ml and 1903 IU/l, respectively), but they declined to normal levels within a few days. DISCUSSION KL-6 and SP-D are elevated in adult patients with various types of interstitial pneumonia: idiopathic interstitial pneumonia, sarcoidosis, tuberculosis, etc., 5, 6 but are not elevated in noninterstitial lung diseases such as bacterial pneumonia. Therefore, these serum markers are thought to reflect alveolar damage of interstitial pneumonia and pulmonary fibrosis. The upper limit of normal serum KL-6 and SP-D in adults is reported as 500 U/ml 9 and 110 ng/ml, 10 respectively. Recently, Ogihara et al. 11 demonstrated that KL-6 was a good indicator of CLD in newborns. They showed that plasma KL-6 was higher in infants with CLD than in infants without CLD on days 0 to 1, 10, and 30 after birth, and the mean levels increased markedly to over 300 U/ml on the 10th day. However, they did not study infants whose CLD was associated with perinatal infection, as was the current case. Previously, we demonstrated that serum KL-6 levels on postnatal days 5 and 10 were significantly elevated in neonates with meconium aspiration syndrome compared with neonates without respiratory. 12 Furthermore, we have shown that serum SP-D levels in infants with congenital pneumonia (high plasma IgM levels) were markedly elevated during the initial 24 hours after birth and declined to normal levels after a few days. 13 In this report, we show a case of Wilson-Mikity syndrome who was diagnosed by high plasma IgM level, evidence of maternal chorioamnionitis, chest X-ray findings, and the requirement of oxygen supplementation beyond 28 days of life. Serial measurements of serum KL-6, SP-D, and LDH levels were done from the acute phase in this case. Serum LDH is also thought to be one of the serum markers of interstitial pneumonia.
14 Serum KL-6 levels remained high throughout the period of clinical symptoms of dyspnea and chest X-ray findings, whereas serum SP-D and LDH levels returned to normal values. The period of high levels of KL-6 corresponded with the time of oxygen supplementation. The initial extreme levels of KL-6 indicated the early onset of pulmonary interstitial injury. This pattern is different from that reported by Ogihara et al. 11 where KL-6 gradually rose after birth during the course of CLD not associated with chorioamnionitis. The high levels of serum SP-D soon after birth may have an associated with perinatal infection, rather than CLD. period of conventional mechanical ventilation; O 2 : period of oxygen supplementation. The KL -6 serum level of 500 U /ml and SP -D serum level of 110 ng /ml are upper levels of normal in adults, respectively. The level of serum KL-6 was increased markedly to 4700 U/ ml on the fifth day and decreased gradually. Serum SP-D and LDH levels were markedly elevated shortly after birth, but they declined rapidly and both were in the normal range by 5 days of life.
